MISSOURI DlYlSION OF HEALTH — STANDARD CERTIFICATE OF DEATH 583—037:)30
Registration District No, ._.-._--BlB_.Jrlmlry Registration District Nolm.a______ﬂegumr ‘s No. _--9853_- STATE FILE Numate
FILE0CT 101888

2. USUAL RESIDENCE (Where deceased lived.
b. COUNTY

DO NOT WRITE

ON THIS STUR AMENDED

1. PLACE OF DEATH I¥ institution: Residence befors

a. . a. STATE
pheisle o1 Clt%LQ_LS_t._L.QJ.U_S Mo.
b. CITY+{If ounside corporate timils, give TOWNSHIP only) Length of stay in 1b €. CITY

TOWN St. Louis, Mo. TOWN

c. FULL NAME OF {If NOT In hospital, give location) d. STREET
HOSPITAL O ADDRESS

R
nstirution: Firmin Desloge Hosp.

3. NAME OF DECEASED
(Type or print)

VS 300
Rev. 4/59

admizion)

rInside Limits
Yes [0 Ne O

Reside on Farm
Belleview Nursing Homé: O Ne DO
4, DATE
DEATH ]
8. DATE OF BIRTH | - AGE (last birthday)

L/22/1877 86

11. BIRTHPLACE (City and state or country} | 12. CITIZEN QF WHAT COUNTRY

Hermita Ri.lT enn U

14. NAME QF HUSBAND OR WIFE

Georgia Fields

Address

Nina Hooper, 3L38a Park Ave,

Coc-cm ILT‘V LleaT _D\S&ﬁst,—

ATTQI'IOSC\QW’;' re G&FA'O VA(‘(‘Jar:hcprJ
- 424/

PART ILI. If
th

Belleview Mo .

{If cutside, give location)

Inside Limits

YeXX No []

DATE AMENDED

Middle Last

Fields

First
Will
5. SEX 6. COLOR OR RACE
Male White
10a. USUAL OCCUPATION (Give kind of work done
* during worki e, o if retirad)
"Helifed Hoofer
13a. FATHER'S NAME
James: Fieldsh'
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, 1o, o unkpnown) | {1f yay, give war or dates of servi
No

Month Day

IF UNDER T YEAR
Months Days

Year

IF UNDER 24 HR
Hours I Min.

1
204704 |
3

7. Married [J
Widowed X

10b. KIND OF BUSINESS OR INDUSTRY

Nover Married []
Diverced [

13b. MOTHER'S MAIDEN NAME

{Dora:Buchanah. ="~

16, SOCIAL SECURIEY NO. [ 17. INFORMANI

INTERVAL BETWEEN
ONSET AND DEATH

y ong cause per line
WA USED BY:

CAUSE (a)

18. CAUSE OF DEATRA (Ent
PARL |.

DOCUMENT

DUE 10 (b}

INSTEAD OF

ing l

ing ¢ lu I DUE TO {c)
RT 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUHNG TO DEATH but not related to the 1erm|r|al

deceased was fernale was
ere o pregnancy in last 90 days.

3 Yes 0 Ne O Unknown

USE BLACK INK
OR
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE.AS FOLLOWS

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

B

@?e"a_m"" Falre, ?QH

19, WAS AUTOPSY
PERFORMED?

YE% NGO

20a. A%T SUICIDE HDMEI)CIQE

JT

20b. DESCRIBE HOW INJURY OCCURRED. {fnter nature n!
/&»{/ J 7 w2 .74 .

0¢. TIME OF Hour
INJURY I rn

Month, Day, Year

g /cé3

MEDICAL CERTIFICATION

njury in PART | ar PART || of item 18,)

20d. INJURY GCCURRED
WHILE AT WORK (]
NOT WHILE AT WORK ]

fa

e. FLACE OF INJURY {e.g., in or sbout home,
factory, sjraet,

20f. CITY, TOWN, OR LOCATION

A

fice bldg., of¢.]

(yﬂ“' STATE
/ : C

9-11,-63

| aitended the deceased from.

o A8=-1-63

21,
Duth occurred at.

1:30 pm

m on the date stated sbove, and 1o the best of

and last saw ::::1 alive on 10-1-63

my knowledge, from rthe causes stated.

22h, ADDRESS
—

RIS

< Crand

22c. DATE SIGNED

-2~

23a. BURIAL, CREMATION, | 23b. DATE

Removal | | 10-L=63

GW\\ G M

2‘:

NAME OF CEMETERY OR CREMATORY

Spring Hi

24. FUNERAL DIRECTOR . ADDRESS

Albert H.Hoppe ,'Iﬁc. ,11700 Washington Blwd

]2-5. %?E—E%]?{ LOCAL REG.
0CT 3 1963

23d. LOCATION (City, town, or county)

Naghville,Tenn,

"Rl Bl 110

(State)

{Licersad Embalmar’s Statement on Reverse Side}




4

STATEMENT BY LICENSED EMBALMER

~

! hereby certify that the body whose name is recorded on the reverse side of this certi-ficah_z was embalmed by me,

o

or by v Student Embaimer No,

working under my personal supervision.

Student — I . Signed WM
' " Signature of Student Embalmer )
Licensed Embalmer No.. 72;3

P. O. Addresxﬁ' &/ Wd N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revaocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If thus body is not embalmed fac1 should be 50 slated above




